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APPLICATION OF PSYCHOANALYTICAL CONCEPTS IN 
PSYCHOTHERAPY: REPORT OF CLINICAL TRIALS 
IN A MENTAL HYGIENE SERVICE* 


By Rosert P. Knicat, M.D. 


INTRODUCTION 


The practicing psychiatrist or mental hygiene counselor is frequently 
consulted by patients with psychic distress or neurotic symptoms who 
are not cases for institutional care, and who, while they might profit 
greatly from psychoanalytic treatment, are not, for financial or other 
reasons, suitable cases for psychoanalysis. To these patients he must 
give ‘‘a little psychotherapy”’ in an attempt to relieve the distress or 
to resolve the conflict underlying the symptoms. Such psychotherapy 
may be re-educational in nature, or may be characterized by manipula- 
tion of the reality situation, by encouragement, by suggestion or 
persuasion, or by interpretation. However, if he can perceive the 
meaning of the symptoms in a few conferences with the patient, it will 
often be possible to apply the type of psychotherapy which will be 
most effective. It is the thesis of this paper that familiarity with 
psychoanalytical concepts, findings and methods is most valuable in 
understanding and treating such cases. Although many implications 
for psychotherapeutic technique are found in the body of psycho- 
analytic knowledge, not much has been written about practical tech- 
niques for investigation and treatment, and a physician who practices 
psychotherapy must rely on certain standard methods of encourage- 
ment, on intuition or on his general psychoanalytic knowledge. 
Following the above stated thesis, I shall attempt to set forth some 
useful principles, based on psychoanalytic concepts, for the appraisal, 
understanding and treating of these ‘‘minor’’ psychiatric cases. 

One can do most with modified psychoanalytic psychotherapy in 
cases that might be labeled acute. In this group one might include 
recently developed anxieties, obsessions, disabilities, inhibitions, be- 


* Read at the American Psychiatric Association Convention, May 6, 1936 before the 
joint session of the American Psychoanalytic Association and the Section on Psycho- 
analysis of the American Psychiatric Association. 
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havior disorders in children, and, sometimes more severe illnesses of 
recent onset such as paranoid suspiciousness, depression, schizoid with- 
drawals and feelings of unreality, andsoon. In this group, in contrast 
to more chronic cases, the patient usually has a more wholehearted 
desire for help, and there is an absence of well developed secondary 
gains. 


PSYCHOTHERAPEUTIC PRINCIPLES 


Before presenting three illustrative cases, I wish to suggest several 
principles which are derived directly from psychoanalytic experience 
and theory. 

1. The psychotherapeutic situation. The patient sho. ‘d be allowed to 
act and talk spontaneously in the psychotherapeutic situation, at least 
in early contacts. In our mental hygiene consultation service a pre- 
liminary interviewer secures the information relative to the general 
family situation—age and chief characteristics of the parents, siblings, 
wife or husband, children, etc., setting these down in the form of a 
Mendelian chart for use by the psychotherapist as a sort of framework 
into which to fit the patient as he tells his story. Having briefly 
familiarized himself with this chart, the therapist is ready to meet the 
patient. After a friendly greeting, and perhaps one or two ice-break- 
ing remarks, he asks the patient to sit down and tell about himself. 
Observation is then made of the way the patient locates himself in the 
room, the way he talks, his choice of material to relate and any inci- 
dental bits of behavior, slips of the tongue or attitudes. The therapist 
observes, does not comment, but only lets his mind range over the 
possibilities and the inter-connections of material, attitudes and 
symptoms, while the patient talks. This is precisely what the analyst 
does in beginning an analysis. In analytic terms, the therapist 1s 
observing the presenting transference attitude and the defenses as 
expressed in the patient’s behavior and in the choice of material and 
sequence of his story. 

2. Lines of investigation. If the story does not unfold, it becomes 
necessary to make some reassuring remarks and again attempt to draw 
out the story. If the patient talks spontaneously, his avoidance of 
certain relevant topics by skimming or omission, his circling around 
certain obvious implications or his general attitude of defiance, fear, 
dependence, protest or what not—all give important clues as to the 
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nature of the conflict, which the therapist can follow up with ques- 
tions designed to ventilate further the points in question. 

3. Therapy. Initial therapy is implicit in the sympathetic friendly 
listening of the physician. As soon as the material from the family 
situation, the patient's story, attitude and behavior point rather 
definitely to the nature of the trouble, one can make preliminary 
observations or interpretations to the patient, or ask him why he does 
or says this or that, in order to penetrate the defenses further. In 
further conferences one may make further interpretations, do some re- 
education, give appropriate advice, talk to one of the persons involved 
in the patient's difficulty and, in general, help the patient to resolve his 
conflict and readjust his disturbed life situation. But throughout the 
interviews, One continues to observe his reactions and attitudes and 
bring into the open significant transference manifestations, pointing 
out their relationship to other material elicited. 

4. Limitations of such therapy. 1 have been describing an adapted, 
modified, quickened psychoanalytic psychotherapy, designed to relieve 
the immediate difficulty without prolonged psychoanalytic treatment. 
It must be understood, that such treatment is not intended to make over 
the patient, but only to restore him to his original personality before 
the symptoms appeared. This may be a somewhat maladjusted, 
inhibited personality, but the character cannot be changed by any 
short methods. 

With the statement of these preliminary principles, permit me to 
present three condensed, recovered cases to illustrate these points. 


CASE I 


A 15-year-old high school girl was brought by her mother to the 
Mental Hygiene Consultation Service in acute anxiety, with insomnia, 
lack of appetite, and crying spells of about one week's duration. The 
anxiety was especially referred to her jaw and teeth in that she feared 
something was wrong with them, kept examining and manipulating 
them and having her friends look to see if anything was wrong. The 
‘aagpege eee A family history showed that she was an only child, adopted 

y a physician and his wife when she was 3 months old, these foster 
parents having been divorced three years before she first came to the 
Clinic. The patient, her foster mother, and the latter’s 93-year-old 
father lived together. 

The patient was obviously tense and fearful and was crying while 
waiting for the appointment. She insisted that her mother accompany 
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her into my office, saying she was afraid of all doctors and dentists, 
She asked what I was going to do to her, if I had any instruments or 
tables around. After I had reassured her by settling myself comfort- 
ably in a chair and telling her that I was a different kind of doctor who 
only sat and talked to people, she agreed to my suggestion that her 
mother wait outside. I then told her to tell me about these fears and 
permitted her to chatter on while she nervously shifted about, fre- 
quently testing and manipulating her jaws and teeth. She said she 
was w he of doctors because once when she was 12 she had a stye on 
her eye and her parents and the doctor tricked her by telling her to go 
to the office to have glasses fitted and then seized her, put her on a 
table forcibly, and held her while the stye was incised. Further 
chattering revealed that she was also afraid of her father. Several 
times while drinking he had seized her for some trivial offense, un- 
dressed her and whipped her severely. She was also afraid of dentists, 
and would not go alone to a dental appointment. She was supposed 
to have gone the preceding week but was so afraid that her mother 
cancelled the appointment. She added that she was terribly irritated 
by her grandfather who was deaf, and had to be shouted at, who 
nagged at her all the time, and followed her around. She wished she 
could get away from him, and from her mother’s nagging about 
practicing the piano and eating more to gain back the twelve pounds 
she had lost. She told of seeing a horror movie, ‘“The Werewoif of 
London,”’ in which men changed into wolves with long teeth and bit 
other men. She was frightened during this movie pon felt her own 
teeth and had her companions examine them. 


This material and her attitude so far suggested a transference situa- 
tion of acute fear of attack by a man with instruments—that is, of 
sexual assault—and one might assume also the presence of anxiety 
dreams of this character, and sado-masochistic masturbation fantasies 
with the fears of damage displaced to the mouth where they reinforce 
hypothetical early oral biting tendencies and fears of being eaten. 
Because of the acute anxiety, only partially relieved by this first session, 
I gave her a prescription for luminal, gr. ss t.i.d., told her to take a 
nap each afternoon, to stop her piano lessons for the present, to con- 
tinue her light diet—liquids, ice cream and salads—and then apprised 
her mother of these recommendations and advised her to shield the girl 
from her grandfather and stop all nagging. I asked the girl to return 
the following day alone, which she hesitantly promised to do. 

She did return alone, much less anxious, and attractively dressed 
instead of dishevelled as she had been the day before. Again I per- 
mitted her to talk spontaneously about herself. She told a great deal 
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about her grandfather—that he liked to embrace and ‘“‘honey around’’ 
women who visited her mother and that she often fooled him, dis- 
guising her voice and pretending to be an older woman, then laughing 
at him when he caressed her. She told in detail about her father’s 
stripping and whipping her for eating a banana at the beginning in- 
stead of at the end of a meal. She related that her father had had an 
extra-marital affair before the divorce three years ago and she had 
followed this with much interest, opening his mail from the other 
woman, hanging around his office to spy on him, and so on. She 
stated she was not paying so much attention to her jaw now and was 
sleeping better. The only interpretation made to her at this time was 
that she had probably been made fearful by the movie and by the pros- 
pect of a dentist’s appointment, and had been afraid that something 
unexpected and painful would be done to her such as had been done by 
her father and by the eye doctor. 

It was further arranged to have her grandfather go away for a visit, 
and in the next two sessions, a week apart, the patient was much 
better and paying no attention to her jaw. The sedative was dis- 
continued after the first week. 

In the course of the weekly interviews the grandfather had a stroke 
and became helpless in bed, having to be cared for by the patient's 
mother and the patient. She told spontaneously of their having to 
attend to his urinating and defecating. She said she was somewhat 
disturbed but a little fascinated by seeing his genitals. She went on to 
tell of being on a ‘‘double date’’ the night before this appointment. 
They drove into the country and parked on the side of the road. The 
patient began to cry, insisted that they return to town, peered fearfully 
into the dark fields along the road, and, in spite of ridicule, made them 
return. She was embarrassed by this and by the subsequent kidding 
about it at school and wished she weren't so ‘oolishly fearful. I 
asked her what she was afraid of, and after some evasions she said she 
was afraid some man would come out of the dark and attack her. She 
admitted she also had this fear when alone in bed, and had had fright- 
ening dreams about it. I told her I believed this fear was related to her 
fear of her father and of doctors and dentists, and asked if she remem- 
bered her fears on first consulting me. She said she did and laughed. 
I asked her what she had been afraid I was going todo. She said she 
was afraid I had some kind of obstetrical instruments around I would 
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use onher. It appeared that although she knew what the word obstet- 
rical meant, she had regarded all surgical instruments as obstetrical, 
I then told her that it seemed she was afraid of some kind of sexual 
attack. She denied this at first, then admitted it. I asked her if her 
mother had instructed her about sex and she said she had, but that she 
wasn't sure she knew “‘everything.’’ I offered to answer any questions 
and then spent twenty minutes answering questions and explaining 
conception and childbirth to her, with much interest and attention on 
her part. She admitted on questioning that she was much absorbed 
with sexual ideas, now stimulated especially by seeing her grandfather 
exposed; that she masturbated occasionally, and had often tried to 
examine herself in the mirror to see what her genitals were like and if 
she had done herself any damage. I told her of the harmlessness of 
masturbation and explained that she was concentrating her worst 
fears on her jaw and teeth instead of on her genitals, and pointed out 
the similarity between her examining her genitals and her mouth in 
the mirror. She laughed about this and seemed relieved. 

The above material occurred in several weekly sessions, during which 
the jaw fears disappeared. She was having dates and was especially 
interested in a nice boy who was paying attention to her and she was 
getting along all right. Sessions were discontinued. The therapy, 
then, consisted of early medicinal and reality-manipulation measures, 
combined with reassurance, and followed by giving of sexual informa- 
tion and interpretation of the relationship of the symptoms, the extent 
of the fears, and the transference attitude toward me. 


CASE II 


The second illustrative case is that of a young unmarried man of 24, 
referred by a urologist for frequent and imperative urination, with 
associated embarrassment in social situations. No organic basis had 
been found for his urinary disturbance. He was a very diffident, mild- 
mannered, soft-voiced fellow, a high school graduate, working as a 
stenographer. He greeted me in an embarrassed fashion, and after I 
had made several general remarks to ease the situation for him, I asked 
him to tell me about his troubles and how long they had been going on. 
He said that for about two years he had had trouble about urinating. 
He would have to go frequently, sometimes every thirty minutes, 
having to jump up from his work, or interrupt his activities when he 
was in a hurry, or leave a movie when he was on a date, and he was 
quite embarrassed by it all. Often he urinated very little when he did 
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t to the toilet, alchough the urgency had been great. He said he had 
se bothered with urination also when he was a child and thought 
probably he used to wet the bed. He had noticed that his symptom 
was worse when he was going to be called on to do something, that is, 
in time of stress or excitement. I remarked that many people had to 
urinate oftener when they were excited, since there was increased 
circulation through the kidneys during excitement, but that his 
excitement seemed to be greater than the situations warranted. He 
went on, in response to my request to tell more about himself, and 
said that he had always been rather timid around girls, but had 
recently been going with a girl who was active in the church and he 
had been going to church with her and had himself become active 
there. He said his family had always been rather strict and prudish 
about sexual matters. 

Realizing from psychoanalytic experience that such a symptom is 
often a masturbation substitute, and that childhood enuresis frequently 
if not always has the same value, I asked him about his masturbation. 
He denied doing it, was somewhat flustered, then said he used to do it, 
but had sworn off a couple of years ago. I asked him whether or not 
his urinary trouble had started after he swore off, and after some 
reflection, he admitted, with some surprise, that it had. Further 
specific questions about the circumstances of his masturbation brought 
out the fact that he invariably masturbated while at the toilet, never 
in bed. In fact he often used to go to the toilet to urinate and also 
masturbate, doing both sitting down. I asked him if it were not so 
that he used to masturbate when tense and excited and he admitted it 
was. I suggested that now, with masturbation foresworn, he was 
substituting the associated activity to relieve his nervousnéss— 
running to the toilet to urinate. He said this seemed to be so. He 
then went on to tell me that he was somewhat disturbed about sexual 
matters. He was considering asking this girl to marry him, and he 
didn’t know what all was caaunall of him. He had embraced and 
kissed her a few times, with some tremulousness, and had been dis- 
turbed by getting an erection, thinking he shouldn't have such a thing 
happen or have any sexual thoughts when he wasn’t married. I 
explained that this was quite natural and was a normal experience in 
such a situation. I then asked him why he was so severe with himself 
about masturbation. He said he felt it was wrong and injurious. I 
explained that it was not and that it would not harm him to relieve 
himself in this way occasionally. In response to his hesitant questions 
about sexual matters, about which he appeared quite ignorant, I 
offered to give him the information he lacked. He accepted this 
offer eagerly and made an appointment for the following week. 

On this occasion he told me he had been feeling much better, had 
had no urinary troubles except once when he thought he was having to 
go a little too soon after the last time, and that he had masturbated 











106 ROBERT P. KNIGHT 


once or twice and felt much less guilty about it. I told him I was glad 
he was better and then gave him considerable sexual instruction, 
discovering from his questions that he had been thoroughly ignorant 
and had not known where to find out about such things. He seemed 
much pleased and relieved. 

Three weeks later he called up for another m geen and on 
coming out, said he felt a great deal better and more confident of 
himself. The urgency and frequency had practically disappeared and 
he wanted to talk about the advisability of getting married. He 
discussed his feelings and ideas about his girl at seemed to be quite a 
little more active and masculine in his attitude. I told him he might 
want to consult some one again if he did get married and actually 
began sexual relations, and told him I would be glad to help him if he 
felt the need of help. Six months later I saw him on the street and he 
stopped and informed me that he was still getting along fine and was 
having no trouble with urination. 


The therapy in this case consisted of relieving fears about masturba- 
tion, of interpreting the meaning of the urinary symptom in terms of 
the masturbation conflict, and of sexual education. The transference 
situation in the three interviews was significant only in understanding 
the inhibited, submissive p:;sonality into which the symptom picture 
fitted. This palliative sort of psychotherapy does not, however, 
mean that deeper troubles are solved, and it might be expected that 
such an individual would later be troubled with ejaculatio praecox or 
other form of impotence and need further, perhaps more prolonged, 
treatment. 


CASE III 


The next case illustrating psychotherapy based on psychoanalytical 
concepts is that of a 42-year-old farmer, married, the father of two 
children. He had been depressed, unable to enjoy life, and had suffered 
from a weakness and lameness in his right arm, for about six months. 
He was not deeply depressed but was able to smile, albeit somewhat 
grimly, and there seemed to be an almost conscious belligerence under- 
lying the depression. 


During the first session he related his story. About a year before, 
his oldest son had been killed in an auto accident. He grieved over 
this but not to any pathological extent. Then his wife's brother, a 
Free Methodist minister, came to town to conduct revival services, 
and his wife and the two remaining children ‘‘got religion.’’ He, 
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himself, had always had a sort of golden rule creed and considered 
many fanatical church members to be hypocritical. He attended the 
services to please his wife but was unmoved by the evangelism. The 
minister, several friends, and his wife and children then began to be 
worried about his not being “‘saved.’’ He worked hard all week and 
was accustomed to hunt or play cards or take a ride on Sunday, and 
also to visit around socially during the week. Now this was all 
ruled out by the strict religious —_ les adopted by his wife, which 
were to the effect that one should not do or say or think anything one 
minute which would render one unfit to pray the next minute. The 
patient resented this interference with his life, but felt helpless. The 
community had gone religious, and many people told him his son’s 
death was due to his sinfulness and also told him that if he did not 
accept Christ, God would punish him further by taking another child 
from him. Many times he had felt like going out and fighting the 
whole bunch in a pitched battle. He developed lameness in his right 
arm and became depressed. Life seemed to hold nothing for him any 
more, and he thought he would just as soon be dead. 


It was apparent from his story, that, according to psychoanalytic 
findings, his depression had resulted from suppressed hostility toward 
others, including his wife and brother-in-law, this hostility then 
being turned against himself. Because of the mild degree of depres- 
sion, his essentially healthy personality and outlook and his excellent 
intelligence, it seemed possible to draw out these sources of hate and 
enable him to do battle with his situation. 

During the course of his story he made several remarks about my size 
and his presumed inability to whip me in a fight, even though he con- 
sidered himself a pretty good fighter. Beneath the jocularity of these 
remarks lay his resentment against others, now centered in a joking 
way onme. I responded with a joking remark and asked him to stand 
up and square off as if to fight, and I did likewise. I then asked him 
what his best blow was, and he replied that it was a swing with his 
“right.’’ I told him to make this swing at me, but he said he couldn't 
do this now because of his lame arm. We then sat down again and I 
remarked that it was quite possible his lame arm as well as his feeling 
of depression was due to the damming up of his hostilities toward the 
religious fanatics who had upset his life. We then talked about why 
he couldn’t fight back—how the situation of his family’s having 
accepted religious conversion had put him in the position of having to 
fight religion as well as those he loved. We talked about how best 
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to deal with his family situation and I offered to talk with his wife. 
This was done, and it developed that she had already seen how her 
over-religious enthusiasm was spoiling their home and causing her 
husband to be depressed and she now wanted to live as they had before. 
She was also worried about the excessive religious zeal of one of the 
children. With this start, the situation could be dealt with on a 
rational basis. The patient’s depression lessened, his capacity to 
enjoy things again returned and he got well, and the lameness disap- 
peared from his good right arm. 

The psychotherapy here consisted of uncovering the natural resent- 
ment which had been suppressed, drawing it out into effective activity 
and into a rational handling of the disturbed situation, instead of 
having it directed back against himself. Understanding of the psycho- 
analytical concept of inturned hostility in depression, observation of 
the smouldering belligerence in the transference relationship and the 
interpretation of this led to a resolution of the illness. 


CONCLUSIONS 


I have attempted in this condensed presentation to indicate the value 
of familiarity with psychoanalytical concepts and methods in attempt- 
ing to understand and treat psychotherapeutically such cases as may 
consult the psychiatrist for advice and ‘‘a little psychotherapy.’” One 
might summarize these applications of psychoanalytical knowledge to 
such cases as follows: 

1. It is much more valuable to let the patient tell his own story spon- 
taneously than to follow any stereotyped history outline or any 
standard method of questioning. 

2. By thus asking the patient to talk spontaneously to the person 
from whom he seeks help, a certain situation is created in which he will 
react by exhibiting certain transference attitudes, certain increased 
defenses, and certain leading clues in his spontaneous choice and 
sequence of material, all of which data may be meaningful to the 
psychoanalytically oriented psychiatrist and quite valuable in follow- 
ing up the significant leads and making the most effective interpreta- 
tions. 

3. On the basis of observation of the inter-relations of the choice of 
spontaneous material, the transference attitude and other data one can 
make interpretations to the patient, give advice or suggestions, help to 
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rectify disturbing factors in the reality situation, and give the patient a 
feeling of security at having an understanding person from whom to 
secure such help. 

4. Short psychotherapy of this kind, based on analytical understand- 
ing, is valuable in relatively acute but not too severely sick cases in 
which quick help is needed and in which more prolonged, orthodox 
psychoanalysis is inexpedient. It should be understood that such 
treatment is more or less symptomatic and palliative, tends merely to 
relieve the distressing symptoms and does not alter to any great extent 
the underlying personality. It may be, however, that the insight 
gained by the patient from such psychotherapy may enable him to 
understand himself better and thus strengthen him against breaking 
down under the stress of similar situations in the future. 











EVALUATION OF PHYSICAL AND NEUROLOGICAL SIGNS AND 
SYMPTOMS OBSERVED IN PATIENTS UNDER 
SEDATION THERAPY 


By Byron L. Suairrret, M.D. 


Since sedation therapy has been used in the hospital in the treatment 
of acutely psychotic patients various signs and symptoms of both a 
physical and neurological nature have been observed from time to 
time. Many of these signs and symptoms, which we may correctly 
designate as complications, are minor in importance and when observed 
and promptly treated interfere in no way with the efficacy of the treat- 
ment, its course or its duration. Others, however, occur which do 
interfere with the patient's well-being and because of their severe 
nature are always an indication to suspend sedation. 

In discussing this subject it will not be the purpose of the author to 
present in a statistical way the types of psychoses treated, the ages, sex, 
and special aptitudes of each patient, or the depth and duration of the 
narcosis in each case. Neither will the amount of the drug given or 
the technique of its administration be discussed. 

The standard sleep medication used was a mixture of phenobarbital 
sodium and barbital sodium in a palatable vehicle. A sufficient quan- 
tity of this mixture was given as an initial dose to induce sleep, then 
enough was administered subsequently throughout the day and night 
to maintain the desired state of somnolence. Each patient received 
special nursing care throughout the day and night. Each one was 
tube-fed twice daily to give the necessary amount of fluids and to 
maintain the body weight. The shortest period a patient was under 
treatment was 7 days; the longest 33 days. 

The complications discussed in this report were observed in 20 cases 
which were treated by sedation in the (Menninger Psychiatric) hospital 
from November 1933 to the present time. The youngest patient 
treated was 17 years old; the oldest 54. There were no fatalities. 

The complications which were observed are set forth in the following 
table: 
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SYMPTOMS OBSERVED IN SEDATION THERAPY Iit 


Major or Severe Complications 


Number of Number of 
Cases Cases 
Fever without known origin...... 12 EE ea oD 2 
PG cc bi cekaeKesasmaneses 4 Cysto-pyelonephritis............. I 
Minor Complications 

Skin: Neurological: 

Cutaneous eruptions............ 3 Motor incoordination.......... 20 
Circulatory: Diminution and loss of deep 

Acceleration of pulse and respi- eines caxccccccnsnens 20 

SUMED CNTR. 0.002 sccccceccees 20 PUNE 0000s cccrscccesses 13 

Decrease in blood pressure...... 8 I isstecccccsccsnencs I 
Respiratory: PD sancnescsnccnceons 2 

Increase in respiratory rate...... 20 External strabismus............ I 
Gastro-intestinal: Prosis of eyelid................ I 

Abdominal distention.......... 3 Facial weakness............... I 

Fecal impaction............... 15 Tremor of fingers and hands.... 6 

Perirectal abscess.............. I Parkinsonian-like tremor of 
Urinary: Pig dbcdccscdusseakoswces I 

Edema of face and ankles....... 2 

Urinary incontinence........... 4 

Urinary retention.............. 3 

Pe aren8cckccccnnsteevas 2 


Of the foregoing complications the first four, namely, fever, lung 
complications, arthritis and urinary tract involvement were considered 
major ones and when they occurred were a definite indication to dis- 
continue sedation. The remaining signs and symptoms of both a 
physical and neurological nature were considered minor complications 
and when observed were treated symptomatically and the drug was 
not discontinued unless the symptom failed to respond to treatment. 
The various neurological signs and symptoms except bladder and 
bowel function were not treated specifically and all disappeared after 
the treatment was discontinued. For sake of convenience the minor 
signs and symptoms may be grouped under skin, circulatory, hess saad 
tory, gastro-intestinal, urinary and neurological. 

The most constant severe complication was fever. It occurred in 12 
cases. It was not considered a serious complication if it did not rise 
over 101.5° rectally. Eight cases ran a fever of 100.5° or lower for 
variable lengths of time, the shortest being 3 days and the longest two 
weeks. Five cases ran a fever of 100.5° to 102° rectally at intervals of 
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one to three days throughout the course of treatment. Since this fever 
abated in every instance while the patient was still under sedation it 
was not considered dangerous. The remaining seven cases showed no 
elevation in temperature. In every case if the fever was the only 
symptom and it did not rise above 101.5° rectally the treatment was 
continued. If the fever exceeded 101.5° and remained elevated for a 
period longer than three consecutive days sedation was discontinued. 
Arthritis was observed in four of the twenty cases. It was acute 
in onset and all patients complained of pain and swelling in the fingers, 
knee, shoulder and ankle joints. One patient complained of pain in 
the back. Sedation was stopped immediately in these cases and the 
arthritis treated. This complication usually appeared after the third 
or fourth week; two coming on in the third and two in the fourth week. 
It may occur earlier. It is a serious complication because of the re- 
sistance of this disease to treatment and the permanent disability 
which accompanies cases which do not respond to specific measures. 
Pneumonia is a serious complication and when it occurred the treat- 
ment was stopped immediately. This complication was seen in two 
of the cases in our series and both types were atypical. One occurred 
on the 8th day of sedation and followed the aspiration of mucus and a 
small amount of orange juice when the patient made an unsuccessful 
attempt to swallow. The chest findings were those of a broncho- 
pneumonia and the patient was symptom free two weeks after the 
disease process set in. The lung complication in the second case 
occurred on the 28th day, one day after the sedation had been discon- 
tinued. It cannot be considered strictly as a complication in this 
case because sedation was stopped after it had run a definite course and 
not because of the pneumonia. The pneumonia in this patient was 
lobar in type, running a short course and resolving on the sixth day. 
Cysto-pyelonephritis occurred as a complication in one case. Be- 
cause of the accompanying high fever, urinary findings, general condi- 
tion of the patient and later kidney function tests results we were 
convinced that we were dealing with an infection that involved the 
entire urinary tract. The treatment was discontinued as soon as the 
diagnosis was established. 
The only skin complication was a macular erythematous rash. It 
occurred in three cases. The distribution of the macular lesions was 
mainly on the trunk and in all cases the rash appeared after the third 
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week. One case responded to treatment and the rash disappeared in 
the remaining two after sedation was discontinued. 

The circulatory complications observed were acceleration of pulse 
rate and fall in blood pressure. In one case the systolic blood pressure 
increased. These manifestations were not considered serious because 
of their tendency to fluctuate and at no time did either blood pressure 
or pulse rate fall or rise to alarming degrees. 

There was a slight increase in both the pulse rate and respiratory 
rate in all afebrile patients. The respirations became a little more 
shallow. A corresponding elevation in pulse and respiration occurred 
in all patients showing rises in temperature. The average increase in 
pulse rate in the seven cases which ran no fever was 14. The average 
increase in respiratory rate in the same group was 4. In no case were 
these changes considered serious nor were they regarded as a cause for 
cessation of the treatment. 

Blood pressures varied considerably in nine of the cases. The general 
tendency was for a decrease to occur in both systolic and diastolic 
pressures after the treatment was started. Eleven of the cases showed 
no marked changes in blood pressure readings at any time. In seven 
of the remaining nine cases there was a moderate lowering of both 
pressures which persisted throughout. The average drop in systolic 
pressure was 14 points. The average drop in diastolic pressure was 10 
points. In one case the systolic pressure dropped to 84 from 122 but 
fluctuated widely throughout. The diastolic dropped to 58 but this 
decrease was not permanent. In one case the systolic pressure in- 
creased from 128 to 140 and fluctuated between these points. 

The gastro-intestinal complications were abdominal distention, fecal 
impaction and peri-rectal abscess. Of these, fecal impaction was the 
most frequent and the least serious, perhaps, of all the observed 
complications. Abdominal distention was not a frequent symptom 
in this series. However, in the cases in which it occurred there was a 
tendency toward its persistence and in one of the three cases it re- 
sponded rather unsatisfactorily to treatment. The distention in this 
patient set in during the first week of sedation and in the other two 
cases during the third week. In none was it necessary to discon- 
tinue the treatment before its course was run. 

An unusual complication was noted in one case. During the fourth 
week the patient complained of pain in the region of the rectum. 
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Examination revealed redness, and swelling perianally. The area was 
incised at the appropriate point and pus obtained. The incised wound 
healed uneventfully. The cause was not definitely determined but 
trauma to the part by repeated insertions of a rectal tube in giving 
enemas may be considered. 

Fecal impaction occurred frequently and it was noted from time to 
time in fifteen cases. An enema administered every other day and 
periodic rectal examinations serve to obviate this minor complication. 

The urinary complications observed were edema of face and ankles, 
urinary incontinence, urinary retention and polyuria. Urinary reten- 
tion was considered the most troublesome of all the minor complica- 
tions that were treated during the course of sedation. Edema of the 
face and ankles occurred in two of the cases. In one it accompanied 
the case of cysto-pyelonephritis and in the other no kidney infection 
was detected. In the latter case the edema persisted for two days and 
then cleared up spontaneously. 

We do not feel that urinary retention can be avoided in prolonged 
sleep. In our cases, however, this complication was not dependent 
upon the depth of the narcosis or its duration. It undoubtedly is due 
to an alteration in the nervous mechanism of micturition. Repeated 
catheterizations occasionally were necessary but the dangers of induc- 
ing a urinary tract infection should always be borne in mind. Three 
of our cases developed urinary retention and had to be catheter- 
ized. One case developed a mild degree of pyuria but because the 
number of cells did not increase and the general condition of the 
patient was considered good, the sedation treatment was continued. 

Urinary incontinence occurred in four cases. Its presence was not 
continuous in any one case but recurred at intervals throughout the 
treatment. It was not considered serious and no special treatment was 
given. This symptom however, requires excellent nursing care and 
every precaution must be taken to prevent skin irritation and rash. 

Polyuria was noted in two cases. Because of its mild degree in each 
patient it was not considered of great importance. 

The various neurological signs and symptoms were not considered 
serious and, if carefully observed from day to day and special precau- 
tions taken when necessary, they should not become troublesome or be 
the cause of cessation of treatment in any case. Many of them seem 
to be due to the effect of the drug on the brain stem. All of them 
disappeared after the drug was discontinued. 
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Ataxia was observed in all cases. The gait was unsteady when the 
patient was assisted in walking and many unnecessary movements 
were observed when the patient tried to perform specific acts. All 
ataxic movements disappeared after the treatment was discontinued. 

Diminution and loss of all deep reflexes were also observed in all 
of the cases. The reflexes changed from day to day but their diminu- 
tion was quite apparent at all times. 

Dysarthria was noted in thirteen cases. It consisted in a slurring 
speech similar to that seen in alcoholic intoxication. One case cleared 
up before the treatment was stopped while in the others it persisted. 

Dysphagia was observed in one case. Although this symptom may 
be viewed with alarm when it occurs it is not considered dangerous 
unless it persists and increases in severity. In our case the symptom 
was noted on the fifth day, improved somewhat on the sixteenth day, 
but persisted until treatment was discontinued. 

Nystagmus was observed in two cases. There was a horizontal 
movement on extreme lateral deviation in both eyeballs in both pa- 
tients. This nystagmus decreased slightly after being discovered on 
the eighth and fourteenth days respectively of treatment but con- 
tinued in some degree throughout. 

External strabismus and ptosis of the left eyeball and lid were 
observed in one patient on the sixteenth day of treatment. Sedation 
was continued until the 26th day after which the.eye symptoms cleared 
up. The same patient presented a left facial weakness on the roth day 
of the treatment. This weakness was not pronounced and only after 
careful observation could it be detected. It promptly subsided and 
disappeared the third day after the treatment was terminated. 

A coarse tremor of the fingers and hands was noted in six of the cases. 
In five of them the tremor was only demonstrated after the patients 
emerged from the influence of the drug. We assume that it developed 
and persisted during the treatment. In the sixth case the tremor, 
because of the cooperativeness of the patient, was definitely shown on 
the fourth day and remained until sedation was discontinued. 

A Parkinsonian-like tremor of the head was observed in one case. 
This was accompanied by a coarse tremor of the fingers and hands. 
These signs were noted after the treatment had run its course and after 
the patient was up and walking around. There was a gentle shaking 
movement of the head which abated on the fourth day and completely 
disappeared on the sixth day after sedation was stopped. 
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SUMMARY 


Since its inception almost thirty years ago prolonged narcosis as a 
treatment procedure in mental disorders has become more popular and 
today it is recognized as a valuable form of therapy. However, it has 
not been universally adopted and used because many psychiatrists are 
aware of the dangers that accompany it and therefore refuse to use it. 
In this report the complications observed in 20 cases treated in the 
Menninger Psychiatric hospital are discussed. An attempt is made to 
evaluate these complications and they have been classified as to 
severity into major and minor. The major or severe complications are 
fever, pneumonia, arthritis and kidney infections. Each one is briefly 
discussed and reasons given for the prompt cessation of the treatment 
when any one of these complications arise. 

The minor ones are conveniently grouped under skin, circulatory, 
respiratory, gastro-intestinal, urinary and neurological complications. 
In no case was it found necessary to discontinue treatment when any 
one or combination of two or more minor complications were observed 
in a patient. 
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THE AIMS AND PRACTICE OF RECREATIONAL THERAPY 


By Rosert E. Hempxity 
Director of Men's Recreation in the Menninger Sanitarium 


That play may be a means of relaxation affording relief from anxiety 
is a well-recognized fact. Its scientific application to the treatment of 
mental illness is comparatively recent; so recent, in fact, that few 
articles have appeared in scientific journals upon the subject, and the 
first treatise has just been published.! At present, few psychiatric 
hospitals make use of it as a systematic therapy, although they recog- 
nize the need for some form of amusement. 

In our hospital we regard recreational therapy as indispensable, and 
along with occupational therapy, hydrotherapy, and educational 
therapy, it comprises an important adjunct to psychotherapy. Since 
recreational therapy fits into the whole program of treatment, however, 
it is difficult to make any sharp dividing line separating its actual 
benefits from those of other therapies, but through careful study and 
close observation it is possible to distinguish certain results of recre- 
ational therapy that are not so readily attainable by other methods. 


THERAPEUTIC AIMS OF RECREATION 


The psychiatrist finds recreational therapy a flexible and valuable 
tool in carrying out certain specific therapeutic aims: (1) substituting 
sublimations for symptoms; (2) providing an outlet for conscious and 
unconscious aggressions; (3) providing a means of atoning for uncon- 
scious guilt; (4) giving freedom for phantasy expression; and (5) 
affording an opportunity to create something. It strikes, in other 
words, at the solution of unconscious conflicts of the patient by pro- 
viding him with suitable interests and outlets to supplant his illness 
as a solution of his problems. 

Still another therapeutic aim which is best attained through the use 
of recreational therapy is that of enabling the patient to make a better 
social adjustment than he was able to make prior to his entering the 
hospital. The patient is often upon admission apathetic and with- 
drawn, loath to make any effort to meet people or to carry on any 
activity. In the hospital he is shut off from the outside world and 
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from reality situations. This affords him relief from the strain he has 
been under outside the hospital, but it may also further his unsocial 
tendencies unless there is a persistent effort to combat his tendency to 
withdraw into his shell. 

An extensive recreational program affords him amusement, breaks 
the monotony, and gives him new interests and hobbies. It permits 
the establishment of social situations which are carefully graduated for 
him so that he is able to cope with them without feeling rebuffed and 
unsuccessful. Even if he is not equal to the social responsibility which 
is given him, he finds that no one reproaches him and there are no 
unpleasant consequences. Thus he is given actual “‘practice’’ in 
solving various problems of outside life. As the patient progresses he 
begins to enjoy himself and to feel a new sense of security. He gathers 
self-confidence, and when he leaves the hospital he has relearned the 
art of living. 


METHODS OF APPLICATION 


There are many methods used by the recreational therapist to carry 
out the therapeutic aims prescribed for individual patients by the 
psychiatrist. The formation of a hobby is one means employed for 
the purpose of providing sublimations. Recreational therapy may be 
used to teach a patient how to play, to foster an interest in some recre- 
ational activity, viz. golf, and to help him acquire a certain amount of 
skill in that sport. Many come to the hospital with little or no 
previous training in sports. Giving such persons an interest and 
source of satisfaction in certain games helps them to cope with their 
problems when they leave the hospital. We have had reports from 
many former patients that they continued to profit from their interest 
in some sport or activity initiated while in the hospital. 

The recreational interest established may be almost anything from 
golf to dancing; one patient, for example, had always wanted to learn 
to dance, but felt shy about actually trying to learn. With a group of 
other beginners he took ballroom dancing instructions while at the 
hospital, lost his feeling of inferiority about dancing and soon began 
to enjoy it greatly. 

Recreation offers excellent outlets for aggressions in violent exercise, 
such as punching a bag or hitting a ball. This was evident in a girl 
who derived great satisfaction from driving golf balls which she had 
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named after people whom she hated; another patient delighted in 
striking the punching bag upon which a leering face had been painted. 
In the play of such patients, these outlets for expressing their anger 
gives them pleasure and relief. Often they express the feeling quite con- 
sciously. One patient especially enjoyed bowling and as he scattered 
the pins helter-skelter with terrific throws, he often remarked, *‘I guess 
that'll hold you for a while!"’ Another patient would shoot the pool 
balls hard, bat tennis and ping pong balls, or slide the shuffleboard 
disks down the courts with vehemence. Croquet, baseball, and 
volleyball are additional means utilized for this purpose. Kicking a 
football is a particularly fine outlet for the aggressive drive, a fact 
convincingly demonstrated by a six-foot schizophrenic lad who would 
vent his pent-up rage upon a football with all the force of his 200 
pounds. Mechanical restraints were once a part of his daily dress, 
but now he leaves his resentment on the football field, and comes in for 
a shower, tired but relieved. 

A conscious feeling of guilt seems to be relieved in some cases by 
arduous physical exercise. Usually recreation prescribed for the 
melancholic patient should not be of an entertaining nature, because 


- the patient, if he is enjoying himself in the least, often becomes more 


depressed. Manual labor, e.g., work on the tennis and croquet courts, 
and the golf course, is perhaps more suitable for the depressed individ- 
ual because it can serve as a means of atonement and enable him to 
work out his guilt feelings in a useful way. 

Phantasy expression is a kind of play particularly suited to the 
natcissistic patient. Recreation gives the patient opportunity to find 
an outlet in music, art, dancing, dramatics, and marionettes. One 
patient made a marionette which she called the “‘Big, Bad Wolf.”’ 
The doll—a ferocious-looking creature—represented in her unconscious 
phantasy her ‘‘Dutch Uncle,’’ with whom she identified her physician. 
An extremely deteriorated schizophrenic, got satisfaction from play- 
ing the piano, which was almost the only thing she would do. 

When the psychiatrist has recommended that the patient be given 
responsibility, the therapist attempts to interest him in the preparation 
and care of recreational facilities. Two patients, who were difficult 
to interest in anything entailing physical labor, ‘‘adopted’’ a tennis 
court, and spent long hours each day, dragging, watering, rolling, and 
marking it. Their pride in their own handiwork was obvious. 
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As the physician watches his patient's reaction to the recreational 
activities, he finds it advisable, in some cases, to use these as a basis for 
breaking down systematized complaints. One patient, whose eyes 
were ‘‘bad’’ and who was unable to ‘“‘walk well,’’ was shown the 
fallacy of these delusions by his physician, who pointed out to him, 
in the course of treatment, the fact that he seemingly had no difficulty 
in hitting a baseball, or in running to first base during the excitement 
of a baseball game. Daily and weekly recreation reports from the 
therapists help the physician to use the patient’s recreational activities 


as one means through which the patient is given psychological insight.. 


PROGRAM OF RECREATION 


The recreational program in the sanitarium is divided roughly into 
two kinds: regular daily activities and special activities. On a master 
schedule are charted the activities of each patient throughout the day, 
and the patient is given a personal schedule sheet with his planned 
daily routine, as prescribed by his physician, upon it. At the ap- 
pointed time the recreational therapist calls for the patient or group of 
patients to carry out or direct the prescribed activity according to the 
schedule. These daily periods are usually no longer than one or two 
hours for each patient. Patients confined to bed are visited and read 
to, others restricted to the wards are set to playing cards, checkers, and 
other indoor games. Those able to go outside play games, according 
to season, take walks, or sit outdoors. At times the hospital grounds 
are a busy playground with one group playing croquet, another base- 
ball, a foursome at tennis, several men practicing golf shots, girls 
gathered under the basketball standard, groups going to and from the 
gymnasium and pool rooms, a few pitching horseshoes, and onlookers 
watching the others at play. On windy days kite flying is popular. 

The special activities are the social events, which are listed and 
published for the information of the patients in a booklet issued every 
three months. Everyone is given a copy of this program containing 
the subject, date, and time, of each event. The program lists dances, 
teas, picnics, plays, parties, concerts, movies, forums, classes, and 
clubs. Dances are held twice monthly, and are gala affairs with appro- 
priate decorations and refreshments. The dance, for instance, may 
be a St. Valentine’s Day tea-dance, with the hall decorated by the 
patients with hearts and comic valentines, or it may be a carnival dance 
with colorful costumes devised by the patients. 
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The dramatic program is in charge of two recreation staff members, 
and the choice of the play, its development and practice, the construc- 
tion of stage settings and scenery are all included in the regularly 
scheduled class in dramatics. Short one-act plays and vaudeville 
skits, for the most part, are used, but occasionally longer plays have 
been worked up. The very apparent benefit which the performers 
derive from these plays seems to be due in part to the opportunity 
afforded for expressing their phantasies in dramatic fashion. One 
very inhibited girl who could scarcely talk without painful embarrass- 
ment, showed a surprising gift for voluble comedy when she was 
behind the footlights. The patients who took part also seemed helped 
by the sense of achievement which follows the presentation of a good 
play after several weeks of careful rehearsal. Besides the regular 
dramatic work, the patients make marionettes in the two occupational 
therapy shops, and present puppet plays. 

A variety of parties gives another form of socialization in the hos- 
‘pital life and affords many of the patients a chance to plan their own 
entertainment. This ‘“‘responsibility therapy,’’ or self-help, under 
guidance to prevent failure, is useful in that it gives those concerned 
an opportunity for creative effort and self-expression. One of the 
season’s most popular gatherings is the ‘‘casino party,’’ planned and 
executed by the men patients. The hall is decorated to resemble a 
gambling resort; upon arrival, the guests are given stage money with 
which to buy chips at the gaming tables. A record is kept in the 
money booth of all money checked in and out, and prizes are given to 
those amassing the greatest profit during the evening. The games 
include roulette, blackjack, three-card monte, and dice. 

Weekly parties to the moving pictures, and in season, golf, horse- 
back riding, and swimming parties are helpful parts of the recreation 
program. Many prominent speakers address the hospital family at 
the forums. The subjects usually have to do with present-day political 
and economic situations, and other items of current interest, although 
literature, astronomy, and music have also been discussed. 

Educational activities have become an important part of the treat- 
ment program. Classes in shorthand, typing, woodwork, metal work, 
womens’ craft, and gardening are offered. 

The clubs, sponsored jointly by the educational and recreational 
gtoups, are among the most successful of all activities, and help to 
keep the patients in touch with the outside world. A ‘‘Men’s Lunch- 
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eon Club’’ meets every second Monday in the dining room. The 
members, patients and staff, invite a guest speaker to each luncheon, 
Lawyers, professors, authors, men of the church, business men, ath- 
letes and coaches, army aviators—men from many fields—have re. 
sponded and have been well received and enjoyed. From this club 
emerged the Men’s Committee, a group of patients who halp to plan 
parties, and entertainments. This group at one time placed in several 
buildings ‘‘complaint boxes.’’ The contents of these boxes were read 
at meetings of the club. Many of the notes were very funny and their 
reading resulted in an uproarious good time, but aside from the humor- 
ous notes the boxes contained much honest, constructive criticism. 
The committee checked these notes and sent them to the departments 
concerned, and the causes for complaint were promptly removed when- 
ever possible. 

The women have an Epicurean club, which also meets at regular 
intervals in which they learn to cook special dishes, to plan diets, and 
to apply the etiquette of serving and setting table. The members 
gather in the morning, prepare luncheon, and serve it. This group 
holds its sessions in the women’s occupational therapy building, 
which has its own kitchen and dining room. 


SUMMARY 


It is our aim and practice that recreational activities be applied as 
scientific treatment of mental disorders and not merely as a means of 
affording exercise or amusement or of filling the patients’ time, desir- 
able as such aims may be. The therapists carry out specific procedures 
prescribed by the physician to meet unconscious needs as discerned in 
the patient’s psychological conflict. While there are often many 
difficulties in the execution of such a program we regard this principle 
as the guiding factor in the use of recreation as a treatment method in 
mental disorders. 
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ALZHEIMER’S DISEASE ASSOCIATED WITH HYPEROSTOSIS 
FRONTALIS INTERNA 


By Norman Rerper, M.D. 


Since Morel in 1930 noted the common association of groups of 
symptoms with hyperostosis of the internal table of the frontal bone 
several writers in this country have made contributions to the subject. 
Moore! * and Carr* have called attention to neuropsychiatric and 
metabolic syndromes, vaguely defined because of the variability in 
symptomatology, which they cannot account for on the basis of the 
hyperostoses alone. They infer that metabolic factors may account 
for both the osseous and the neuropsychiatric disorders. Over 98% of 
the patients are women; the majority of them are obese and suffer 
from menstrual disorders. Headaches, weakness, dizziness, memory 
defects and convulsions are the most striking symptoms. The psy- 
chiatric pictures vary widely from simple memory defects to syndromes 
of senile psychosis. 

The variable, and in general vague, nature of the psychiatric accom- 
paniments to the disturbance in the calvarium presents the reason for 
the following report in which there was associated with the hyper- 
ostosis a quite definite neuropsychiatric syndrome, proved by post- 
mortem studies to be Alzheimer’s disease. As will be shown later, 
each of the associated entities played a distinct rdle in the production 
of the patient's illness. 


CASE HISTORY 


History: The patient, referred by Dr. M. J. Dingess was a 55-year- 
old married woman whose family and past history were irrelevant. 
With the exception of a hysterectomy for a fibroid tumor at the age 
of 3 her health was good till the onset of the present illness. She 
had never become pregnant. 

Three years before admission for study she began to fatigue easily, 
became nervous and lost about twenty pounds in weight. A few 
months later she noted with considerable embarrassment that she was 
frequently at a loss to use words to express herself. Within the past 
year she had lost the ability to tell time or to know the day of the 
week. Her orientation for place and person remained good. For 
several months she complained of a severe headache behind her left 
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eye and at the bridge of the nose. Slowly and gradually her symptoms 
became worse so that she became unable to understand what she was 
reading and could no longer write her own name, though she could 
copy it. Her inability of expression became so marked that on goin 

shopping she would select what she wanted by pointing. The head- 
aches increased in frequency and severity. 

Physical Examination: The patient was fairly well developed and 
nourished despite her loss of weight, indicating that prior to the 
onset of her illness she might have been parr Bs obese. A few 
psoriatic patches were present on the forehead at the hairline. The 
eyeballs were prominent and a positive Von Graefe sign was demon- 
strable. Heart and lungs were normal; blood pressure was 140/78, 
pulse 88. Other findings were a low midline abdominal scar, an 
atrophic vagina and marked hirsutism over the legs. No skull 
tenderness was present. 

Neurological Examination: The cranial nerves showed no gross 
pathlogy. Because of the speech defect tests of the olfactory sense 
were unsatisfactory. The optic discs were ruddy but within normal 
limits. The retinal vessels were very thin and tortuous. Attempts to 
plot the visual fields yielded bizarre distortions, inconsistent in form 
and variable because of inattention. Motor power was intact. There 
were no disturbances of the sensory system. The reflexes throughout 
were slightly depressed but equal. No pyramidal tract signs were 
present. Co-ordination was normal. 

Skilled Acts: The patient's speech exhibited repetition, perseveration, 
neologisms, and elisions. She could not name objects but could 
demonstrate their use satisfactorily. She handled a pencil clumsily 
but did well with comb, knife and fork. Simple commands she 
followed well, but a double command left her perplexed. For instance, 
when asked to open her mouth or close her eyes she obeyed correctly, 
but when asked to do both together she could not. At times she 
exhibited negativistic behavior in executing a command in an exactly 
opposite way from that requested or in a clownish fashion. She made 
errors in reading and gave no indication of understanding what she 
read, for simple commands such as she would follow verbally, when 
written were ignored. A marked dysgraphia existed. Spontaneous 
attempts to write were complete failures, but copying letters, words 
and symbols was at times slightly successful. The patient could tell 
right from left but made frequent errors in imitating the position of 
the examiner's fingers. She could hum simple tunes but could not 
sing the words. 

Mental Examination: The patient was somewhat distressed by her 
inability to express herself. At times she was moved to tears. Most 
of the time, however, she was pleasant and even euphoric. Her 
memory was difficult to test because of the speech difficulty; dis- 
orientation for both time and place was now evident. Simple calcula- 
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tion was faulty. She was restless especially at night, and wandered 
arounds the halls a good deal. Wherever she went she took with her.a 
large handbag which contained nothing but her spectacle case. 

Laboratory Examination: Urine, blood count and Wassermann tests 
showed no abnormalities. Lumbar puncture yielded clear, colorless 
spinal fluid on a pressure of 110 mm. of water. The cell count was six 
and the total protein 48 mgm. The spinal fluid Wassermann and 
colloidal gold curve were negative and the basal metabolic rate was 
minus 10%. X-ray examination of the skull showed an irregular, 
rounded shadow of uneven density in the left frontal region. In 
some views this shadow appeared trabeculated. At the time of the 
initial study of the case consideration was given to the diagnosis of a 
hyperostosis, but not definitely. 


From the examinational data the tentative diagnosis of Alzheimer's 
disease was made, but in view of the localized and progressive headache 
and the left frontal shadow on x-ray, an encephalography was recom- 
mended and carried out on August 14, 1935. The findings were those 
of a mild internal hydrocephalus, more marked on the left side and 
very similar to those described in Alzheimer’s disease by Menninger.‘ 
In addition there were some areas of air over the cortex suggesting 
cortical atrophy. (Fig. 1.) 

Five days after the encephalography the patient left the hospital 
somewhat more euphoric than on her admission. For two months 
her relative euphoria continued, but later it was reported that she was 
becoming more confused, depressed, and was almost completely 
speechless. She became bedridden, incontinent and died at her home 
three months after leaving the hospital. 


Postmortem Examination (Limited to cranial contents): On removal of 
the calvarium a large mass of bluish purple hyperostoses in the left 
frontal and temporal regions was found. Their extension was much 
greater than indicated on the x-ray, suggesting that a great deal of 
growth had taken place in the last few months of the patient's life. 
The hyperostoses covered an area of about four centimeters square, 
arose from the inner table of the skull, and consisted of cancellous 
bone, nodular in shape, extending inward toward the brain for dis- 
tances varying from a few millimeters to 1.5 centimeters. The group 
in the temporal region was somewhat separated from the larger frontal 
mass. 

The meninges were normal and there was no thickening in the area 
of the hyperostosis. The brain was pale, small and very firm. The 
left frontal lobe was considerably smaller than the right because of 
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AND SMALL AREAS OF ACCUMULATION OF AIR OVER THE CORTEX 
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Fibrillary and degenerative changes in the ganglion cells also stand out. Hortega 
silver carbonate method. X250. 
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indentations caused by pressure of the hyperostoses, and slight indenta- 
tions were present compressing the anterior pole of the first and second 
left temporal convolutions; these latter were caused by the temporal 
hyperostosis nampa mentioned. The gyri were small. The 
vessels at the base were midly sclerotic. On cut section a moderate 
internal hydrocephalus was present. Despite the pressure effects on 
the brain caused by the hyperostoses there was no displacement or 
distortion of the ventricular system. In many areas the cortex was 
very thin. 

Microscopic preparations were made, using hematoxylin-cosin, 
Bielschowsky and Hortega silver impregnation methods, Spielmeyer, 
Nissl, Scharlach R., Cajal gold sublimate and Holzer methods. Over 
the lett frontal lobe, left hippocampus and cerebellum the pia arachnoid 
is thickened and laden with histiocytes. There is marked hyaliniza- 
tion of numerous blood vessels throughuut the brain with perivascular 
round cell infiltration of some vessels. With the silver impregnation 
methods neurofibrillar thickening can be seen. Senile plaques are ve 
common throughout the cortex of the left frontal region and left 
hippocampus. In some areas as many as forty plaques per low power 
Geld can be seen. Some of these appear as granular masses and others 
as agglomerations of degenerating ganglion and glial cells. (Fig. 2.) 
Occasionally marked distortion of the architecture of the cortical 
lamina is seen. Rare fatty deposits are seen and these only in the 
adventitial spaces of the smaller vessels. Small areas of demyeliniza- 
tion are noted in the subcortex of the left frontal lobe and both internal 
capsules, but these are not prominent. The wall of the third ventricle, 
mentioned by Morel to be the site of granular degeneration of a type 
characteristic to hyperostosis and thought by him to be indicative of 
derangement of calcium regulating centers, in this case showed no 
unusual changes besides a slightly increased vascularity and vascular 
changes noted above. 

DISCUSSION 


In this case we see the possibility of considering the coexistence of 
these nosologic entities in two ways. Either their coexistence is 
coincidental or they have a common etiologic basis. Inasmuch as 
practically nothing is known about the etiology of either the hyper- 
ostoses or Alzheimer’s disease it would be idle speculation to consider 
the latter possibility. However, consideration of this point can serve 
to emphasize that the neuropsychiatric syndromes with hyperostoses, a 
fairly well established concomitance, cannot be explained entirely on 
the basis of pressure phenomena alone, as this case illustrates. Some 
other factors, possibly derangements of metabolic and endocrine func- 
tion as suggested by Moore and Carr, or even toxic ones, must be called 
forth to account for the degenerative element in the clinical picture. 
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Considering the former possibility for this case we see first of all that 
early in this patient's life there occurred some metabolic and uterine 
dysfunctions. How much the hyperostoses were a factor, or even 
whether they existed then, no one knows. Secondly, they were 
probably the cause of the patient’s headaches in her presenting illness, 
and, finally, they may have aggravated her mental symptoms. The 
morphological effect of the pressure they exerted on the left frontal 
lobe is evident, yet the aphasia seems quite definitely due to the Alz- 
heimer’s disease. It is not necessary in view of the microscopic find- 
ings to invoke the hyperostoses as explanations of the entire neuro- 
psychiatric picture. 

Even though in this case the pathogenic factor of the craniopathy 
seems not to be a large one, it is important to point out that review of 
the neuropsychiatric cases associated with this osseous disorder hither- 
to reported, demonstrates syndromes of organic mental disease. 
Hence, in the future, study may divulge that a closely knit relationship 
may exist between these two sets of findings. If Mortimer’s® conten- 
tion that calvarial hyperostosis is due to hypopituitarism be sustained 
the question of the mechanism of the possible effect of the endocti- 
nopathy on degenerative disease of the brain is brought to the fore. 


SUMMARY 


The association of hyperostosis frontalis interna with Alzheimer's 
disease is noted in a 55-year-old woman who was studied clinically and 
pathologically. The rdle that the hyperostosis played in production 
of the clinical picture is discussed and is thought in this instance to bea 
relatively minor one. Nevertheless, the importance of the craniopathy 
in other more obscure neuropsychiatric syndromes is probably greater 
and is worthy of further study. 
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THIRD ANNUAL POSTGRADUATE COURSE 


In the spring of 1935, the Menninger Clinic staff, at the request of 
many physician friends who wished to obtain a better knowledge of 
modern neuropsychiatry, offered its first postgraduate course in 
neurology and psychiatry. The enrollment was limited to twenty-five 

hysicians, and a full quota attended, including men from ten states. 
The guest speakers for this course were Drs. Henry W. Woltman and 
Winchell McK. Craig of the Mayo Clinic, and Dr. Titus Harris of 
Galveston, Texas. 

The response to the first course was so gratifying that a second 
postgraduate week was held in April 1936. This was attended by 
thirty physicians from eleven states. A revised course of lectures, case 
presentations, seminars, clinico-pathological conferences and demon- 
strations was presented by the staff physicians of the Clinic, assisted by 
several guest speakers—Drs. J. W. Kernohan and Frederick P. Moersch 
of the Mayo Clinic, Dr. Israel S. Wechsler of New York City, and 
Dr. Harry Wilkins of Oklahoma City. 

The week of April 19th to 24th, 1937 has been selected for the third 
annual postgraduate course. Again the essential aim of the course 
will be to acquaint the general practitioner with methods of under- 
standing and dealing with the large group of nervous, neurotic or 
mentally ill patients which comprises a significant but often baffling 
portion of his practice. However, from our experience of the previous 
two years, it is expected that a number of psychiatrists and neurologists 
will attend as well as physicians confining their practice to other 
special fields in medicine or surgery. The content of the course is 
accordingly designed to be of value to all physicians who wish to 
enlarge their knowledge and improve their approach in this field. 
The 1937 group will again be limited to 30. Dr. Robert P. Knight is 
chairman of the course. The outstanding guest speakers for the course 
will include Dr. Franklin G. Ebaugh, medical director of Colorado 
Psychopathic Hospital, Denver, Colo.; Dr. Winchell McK. Craig, Sec- 
tion on Neurology, Surgical, The Mayo Clinic, Rochester, Minn.; 
and Dr. J. W. Kernohan, Associate professor of Pathology at the 
University of Minnesota and pathologist to the Mayo Clinic. 
The tentative schedule for the course follows: 


PROGRAM 
MONDAY, APRIL 19 
10:00 a.m. Orientation Lecture..............0eceeeeeeeeeeee Karl A. Menninger, M.D. 
11:00 a.m. Psychiatric Examination...................+: William C. Menninger, M.D. 


1:30 p.m. Case Presentation, especially illustrating examination and methods of study 
Carroll C. Carlson, M.D. 


3:00 p.m. Personality Development: Instincts................ Robert P. Knight, M.D. 
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PROGRAM 


Personality Development: Psychic Structure Charles W. Tidd, M.D 
SMOKER. " 


TUESDAY, APRIL 20 


The Neurological History and Examination (distinguishing betweeg 
neurological and non-neurological conditions). . . . Norman Reider, M.D, 
Physical Complaints and Other Prodromal States. .Kar/ A. Menninger, M.D, 
Psychological Factors in Medicai and Surgical Conditions 
William C. Menninger, M.D, 
Case Presentation: Neurosis, Obsessional Harry N. Roback, M.D. 
“‘Nervous Breakdown”’ Charles W. Tidd, M.D, 
Differential Diagnosis of Neuroses Robert P. Knight, MD, 
Neurosurgical Treatment of Certain Medical Conditions 
Winchell McK. Craig, M.D, 
Clinico-Pathological Conference ................... J. W. Kernohan, M.D, 


WELNESDAY, APRIL 21 


Organic Mental Syndrome 

Differential Diagnosis of Psychoses Robert P. Knight, M.D, 
Schizophrenia Karl A. Menninger, M.D. 
Case Presentation: Schizophrenia...............°...Byron L. Shiffler, M.D. 
Psychiatric Hospital Treatment William C. Menninger, M.D, 
{8 Use and Abuse of Sedatives 

* \B. Handling of Relatives 


THURSDAY, APRIL 22 


Common Neurological Diseases in General Practice... Norman Reider, M.D. 
Principles of Psychotherapy Robert P. Knight, M.D. 
Depressions Karl A. Menninger, M.D. 
Case Presentation: Depression Carroll C. Carlson, M.D. 


Clinic in Child Psychiatry 
C. F. Menninger, M.D., Harry N. Roback, M.D., Joseph Pessin, M.D. 
Picnic at Inpran Hitt. 


FRIDAY, APRIL 23 


Treatment of Neurological Diseases 
Application of Psychotherapy Principles............Robert P. Knight, M 
Psychoanalysis: Its Uses and Limitations as a Treatment Method 
Charles W. Tidd, M.D. 
Case Presentation, especially showing physical symptoms 
° ewe — “_ Byron L. Shifflet, M.D. 
Gastrointestinal Neuroses. . . . William C. Menninger, M.D. 
Self-destruction: Suicide, Self-mutilation, Purposive Accidents, Malingering 
Karl A. Menninger, M.D. 
The Rédle of Trauma in Mental Disorders Franklin G. Ebaugh, M.D. 


SATURDAY, APRIL 24 
Psycuratric Aspects or Some Crirnicat SYNDROMES 


Impotence and Frigidity.........................Karl A. Menninger, M.D. 
Alcohol and Drug Addiction Robert P. Knight, M.D. 
Cardiac Neuroses; Migraine and Other Headaches; Hypertension 

William C. Menninger, M.D. 





